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ACRONYMS

AR1
ASCH
BCG
CDD
CESAMO
CESAR
CMF
CODECO
CODET\4
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DIP
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EPI
IEC
IMCI
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hlO1-I
h4TE
NGO
OPV
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P.AIlO
SCM
SC/US
SDU
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VH\I’
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Acute Respiratory Infection
Save the Children Association/Honduras
Tuberculosis Vaccine (Bacillus Calmette-Guerin)
Control of Diarrhea] Disease
Health Center with Medical Staff
Rural Health Center
Community Medication Funds
Community Development Commission (Patronato)
Municipal Del’elopment  Committees
Communit>~  Oral Reh!-dration  Unit
Detailed Implementation Plan
Diphtheria!Pertussis!Tetanus Vaccination
Expanded Program of Immunization
Information. Education and Communication
Inte_rrated  Managment  of Childhood Illnesses
Kno\\,ledge.  Practices and Co\,erage  Sur\,eJ,
Ministry of Health
Mid-Term E\,aluation
Non-Go\‘ernmental  Organization
Oral Polio Vaccine
Oral Reh)  dration Solution
Oral Reh\.dration  Therapy
Pan American Health Organization
Standardized Case 54anagement
Sa1.e the ChildreniLtnited  States
Service  Deli\.ery  Unit
SugarSalt Solution
United States Agency for International De\,elopment
Volunteer Health Worker
World Health Organization
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I. EXECUTIVE  SUMMARY

This is the Final Evaluation Report of a Child Survival Project implemented by ASCH, upon
completion of four years of USAID-financed work and prepared according to the 1996 guidelines
for final evaluations. the time period applicable to this work.

The evaluation was conducted by an external consultant and supported by an SC!US (Save the
Children/United States) representative. who remained in Honduras for a period of two weeks.
during vjhich  time the evaluation team visited ASCH‘s areas of influence.

The evaluation methodology was similar to the one used in the mid-term evaluation, using
in-depth intenie\vs of Health Secretariat representatives at different levels. health v,olunteers.  and
representati\.es of the communities in which ASCH is working. Results of the knowledge.
practices and co\.erage  (KPC) survey conducted the week  prior to the evaluators arrival. results
of the health sen4ces sunTe)-  conducted during the first week of the ev.aluation,  and results of an
internal ev.aluation  of a group of volunteers were analyzed and preliminary obsenrations were
presented to the ASCH team and to some of the representatives of the Health Secretariat.

For most of the indicators considered in the KPC sun e!.. positivze  ad\-antes of the work  done bl-
ASCH and coordination with the corresponding lev,els  of the Health Secretariat virere obsen,ed.
On the other hand. although there is a slight adv.ance.  the indicators used in the surv;ey for health
facilities are far from reaching the planned targets.

ASCH’s main achie\,ements  refer to stabilit!,.  supenision. and training of health v,olunteers.  and
to the favorable influence on children’s health that has been accomplished in the communit>..
The experience of the Communit~~  Medication Funds is a v’er!’ positive one and will be replicated
at the national lev,el.

The “centers for escellence” requires more effort and is the slowest dev,eloping  activrity.

Regarding the transfer and sustainability of ASCH’s actions. progress has been less than
spectacular. probably due to a general feeling among ASCH’s staff, in the community. and in
other related institutions. that the Child Survival Prqject  will continue in the future. an aspect
which  is recommendable.

3



Sair  ,lle Ch,ldrm  LSHondura, Final E\alua~ion

II. INTRODUCTION

Sa1.e the Children Association /Honduras (ASCH) has completed a four-year cycle  of work on
child sur\,i\,al  activities under LISAID financing.

The initial three-year proposal \ias prepared with the general ob.jective  of “reducing mortality
and morbidit\.  of children under the age of five and fertile age women through: strengthening
community groups. training families in behaviors to protect children’s health. and strengthening
the pre1.entii.e  ser\?ces of the Ministry of Health”. The proposal was extended for an additional
year. The fourth year was dedicated to the continuation and consolidation of the activities.
following. as much as possible. the recommendations of the mid-term evaluation (August 1995).

ASCH is implementing several prqjects in the areas of intervention. giving rise to numerous
tasks and acti\.ities.  These projects and activities offer a response to the many community needs
and. because the aim is to achielre  an integrated development, community participation is
essential. One of these prqjects is Child Sur\i\ral. The separation of this component from the
others is a difficult task. since it is integrated in community life and. in practice. the projects and
tasks depend upon and somehon- support one another. Another difficulty lies in attempting to
focus the final e\laluation  from the perspecti\,e  of .4SCH’s  child sur\,ival  activities coming to an
end. sincr ASCH itill bc continuing  its \\ork.

The main acti\.ities  carried out h! ASCH  are: 1 ) reproducti\ze health (including maternal health
and farnil!. planning). and 2) health for children !‘ounger  than fi1.e (including control of diarrhea1
diseases. acute respirator!. diseases. immunization. and nutrition). In addition. under the concept
of integrated de\,elopment  for the communities. there are activities  related to agriculture.
education. emironmental  sanitation. medication funds. access to credit. etc.

The  objectives  of the final e\‘aluation  \+ere:

.A. Re\ ie\\  the acri\,ities.  inter\.entions,  achie\.ements  and lessons learned from the Child
Sur\,i\,al  Prqject

B. E\.aluate  the degree of sustainability of the inter\,entions

The following participants Lvere responsible for the evaluation:

- Dr. Dilberth Corder0 Valdijia. Evaluation Coordinator
- Karla Pearcy. Save the Children/El Salvador. representative of SC/US Home Office

Local Support was provided by:

- Dr. Luis Am&dola
- Mariano Planells
- Rito Rodriguez
- Elisabeth Shnchez
- Glenda Suyapa Hernandez
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- Sonia Buezo
- Rosa Maria Mejia
- Luz Patricia hqolina
- Adtlla  Flores
- Geraldina Licona
- Mirtha Raudales

III. METHODOLOGY’

In order 10 respond to the objectives. and based upon prior experience (baseline survey and
mid-term e\‘aluation).  it \vas decided to maintain the methodologies of information gathering
pre\,iously  applied. justified by the need to obtain information for comparisons. Methodologies
used \\-ere:

a. Bibliographic re\.ie\\ of esisting information:
The mid-term e\.aluation  (MTE) was the main consultation document. Formats, training
materials. reports. PROMIS  s\‘stem.  etc., were re\,ie\jed at the work areas. In addition, the
baseline sur\‘eJ’.  implementation proposal. project ob.iecti\,es.  etc. \\-ere re\:ieM,ed  in Tegucigalpa.

b. lnter\.ie\s.s  \vith  groups and indi\.iduals:
- Some NGO‘s (i.e. PRODIM. FIO)
- Health Secretariat personnel (HS) at \.arious  levels (central. area. hospitals.

CESAMOS and CESARES)
- Volunteers of the three impact areas (between 8 and 10 per area)
- ASCH promoters working in the three areas. and regional chiefs
- Communit!.  organization representatil-es (CODECOS/Patronatos)
- Some Communit>~  Medication Funds and an excellence center w’ere  also \,isited.

and the people in charge interviewed.

c. Knowledge. Practices and Coverage Survey (KPC):
Based on guidelines developed by Johns Hopkins University. the KPC Survey was conducted
tM.0  w-eeks  prior to the arrival of the evaluation team. This survey involved visits to 301 families.
selected from 30 conglomerates. All three Child Survival Project impact areas were included.
The results. presented within this report. represent a global analysis of the three areas. The
questionnaire is presented in Appendix D.

d. Health Services Quality Survey:
The basis for the services survey was the WHO “Health Facility Survey”, which includes CDD
(control of diahrreal disease) and AR1 (acute respiratory infection) [Refer to Appendix E]. This
survey took place during the first five days after arrival of the evaluation team. The survey
observed AR1 and diarrhea1 case management, posed questions to the health personnel.
conducted exit interviews with the mothers, and reviewed inputs and medications. Twenty-six
workers from the Ministry of Health were interviewed, and the management of 52 cases was

5
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obser\.ed  in 10 health facilities. ASCH female sectoral health promoters were in charge of the
sur\re>.  (See Appendis D for list of inter\;ie\s.ers).

e. Presentation of results and feedback
During the final tk5.o  days. two feedback sessions were conducted. in which the preliminary
results of the KPC and service qualit),  sur\‘eys were presented. Additionall),. ASCH’s child
sur\,ix,al-related  activities  \I’ere  anal! zed (the final session was attended b>-  the Health Secretariat
from LaEsperanza and San Lorenzo). The conclusions of these sessions are presented belois..

IV. BRIEF  DESCRlPTION  OF THE IMPACT  AREAS

La EsDeranza.  Intibuci

This area is located four hours northeast of Tegucigalpa. Activities are carried out in 2 1 rural
communities. ASCH has an office in La Esperanza. which includes the municipalities of
Yamaranguila. Intibuc5.  Masaguara and La Esperanza.

The tit!, of La Esperanza and the principal towns of the municipalities are of a semi-urban t!‘pc.
but the majorit!-  of the households are dispersed. and are characterized by very precarious
conditions (i.e. earth floors. cla! brick Lvalls.  no electricit>,  or potable water).

The area is considered to be one of the most economicall!, depressed in Honduras. w.ith serious
health problems in general.

Teguciyalpa

The \vork  area is located in a marginal zone, on the outskirts of the tit\,. approximately thirt!
minutes from downto\vn  Tegucigalpa. This area contains disorderly human settlements. lacking
basic sanitation serGces and haGng Larious  social problems.

U:ork  is carried out in fi1.e communities (colonias): Villa Cristina. Villa Franca. Alemania. San
.Iuan and. Buenas Nuevas. The local office of ASCH is far from the impact area.

San Lorenzo

San Lorenzo is characterized by intensely hot weather. It is located about two hours south of
Tegucigalpa. Work is carried out in 2 1 communities in this zone. dealing with many and ltaried
health problems. The Pespire Community Project in this region is one of the achievements
which inspired the adoption of the ASCH model by other community organizations.

6
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v. RESULTS

A. Project Accomplishments

Measurement of indicators to enable comparison was accomplished in the baseline survey. the
mid-term e\‘aluation  and in the final evaluation. Table 1 shows the comparison bet\veen  the mid-
term e\,aluation  and the final e\raluation.  The data gathering methodology was similar in both
cases (KPC Sur\,eys).

Table 1
Comparison of the Indicators in the Detailed Implementation Plan.

Mid-Term Evaluation vs. Final E\zaluation

OBJECTIVE MTE RESULTS FINAL COMMENTS
EVALGATION

RESULTS
J1MUNIZATION

Maintain and increase

imeliness of complete

mmunization  coverage

If children under one

BCG. OPl’3. DPT3.

neasles)  at 9090

. Increase TT3  co\ erage

3f \v omen of

child-beartng age from

-1890 to SO”0

CONTROL OF

D I A R R H E A L

DISEASES

- Increase the use of

ORS and home fluids

from 4790 to 70°b during

diarrhea1 episodes

- Increase appropriate

food intake from 470/b to

709~ during diarrhea1

episodes

N U T R I T I O N

- Increase from 27% to

359/o mothers who

exclusiveI>,  breastfeed

their children under the
age of six months

-Increase from 4 I % to

80% mothers who know

that additional food

should be given to a
child at 6 months in

93Ob

77”o

s-too

503b

.570/b

579.0

91°6

85” 0

65Oo

5S0b

590;,

64oio

The breakdown for

vaccines shows: DPT3
eand OPV 3 =9-,..6?6.

MEASLES=87.1?6

and BCG:92%

The expected target was

not accomplished

Both consider children

under the age of 4

months

In practice all children

between 6 and IO

months are eating other

foods

7
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addition to breast milk.

Increase from I 49; to

jO”b children under two

3 ho participate in a

growth monitoring

xogram 3 times per ! ear

6O”oof children whose

weight  is monitored will

naintain their tendency

~i‘normal growth

62O’n

4946

7 89/b

Both consider children

with a weight in the last
1 monlll\

It was not possible to

measure this indicator

v’ITAMIN  A

.60?.  of children under

fi\,e 1 ears of age wi I I

-ecei\ e two doses of

Vitamin A per ! ear

.80°  0 of postpal-tllrll

+,onien ii ill receive one

200.000 IL; dose of

Vitamin A vv ithin 1

~nonth  o f  deli\ er!

M4TERNAL HE4LTH

A;“\ID F A M I L Y

PLANN WC

Contraceptive usage

iv ill increase fi-olii 30 lo

-loo 6.

-Increase + of pregnant

noi~ieii  \v ith 3 prenatal

documented visits from

IO00 lo 7o00

-SO00  of Iii~~li risk

pregnant vv&cn \v ill be

referred and treated at

the health center

A C U T E

RESPIRATORY

INFECTIONS

- Increase from 5590 to

75% mothers vv.ho seek

appropriate treatment for

children with ARI

(hospital, health center,

privjate doctor)

-7596 of mothers with

children under 2 will be

able to recognize the

signs and symptoms of

AR1

8590

3 -I O 0

‘0” 0

S-i00

8440

36O 0

8S.S0  0

67.34~0

83% of the children

older than 6 months to 2

)‘ear olds received I

dose of Vitamin A.

It was not possible to

obtain the result of this

indicator

An important

achievement.

3 or more visits vv ere

considered

It was not possible to

obtain the result of this

indicator

Coughs were considered

as criterion for defining

ARI. Adding those who

looked for help from a

volunteer, the % is

67.3%.

51 .jO;,of mothers with

children with ARI

looked for help for rapid

respiration.
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M A L A R I A

-Increase from 45?b to

70910 mother’s

knowledge of

transmission and

pre\,ention of malaria
HI\ .tIDS
-Increase knowledge of

3 methods of

transmission and 3

preventive beha\ iors

f rom 459/o to 70°b

among adult population

-Increase b>, I OOb over

baseline the z of men

reporting condom use

-Decrease b! IO0 u o\ er

baseline the incidence

(P) of STD cases

reported at heath clinics.

659/o 59%

- 10% of mothers

mentioned 3 forms of

transmission. 86% of

mothers knew of sexual

transmission

- According to the

mothers. condom use b!

their partners is 7.9O 0

- Data not available

Table 2 reflects the status of ASCH’s Child Suwi\,al Program indicators at three points (at
baseline. mid-term evaluation. and at the final e\-aluation).  Again. the methodolog  for
information gathering was the KPC.

Table 2

CHILD SL:RVI\/.4L  PROGR4M  INDICATORS
COMPAR4TIVE  RESULTS OF BASELINE.

MID-TERM. AND FlN.4L  EVALUATION

Number 1 I N D I C A T O R  1 BASELINE 1 MID-TERM 1 FINAL

Initiation of

breastfeeding M ithin

8 hours of birth

E x c l u s i v e

breastfeeding
from birth up to

four months
Infants fed
complementar),

foods

EVALUATION EVALUATION
77% 79% 89?b

233,301 237.‘300 266’300

32% 57% 59Oo

1630 27137 33156

9% 20% 5190
5i7 1 1!53 39.‘79

9
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3 Persistence of 3 9% 42% 31%

breastfeeding 13!33 14!33 13!40

5 Continued 81°0 91 ?,o 7 8 %
breastfeeding during 67’83 49:55 67!86
diarrheal episode

6 Continued fluids 590/b 7896 80%
during diarrhea1 5 0 1 8 5 45158 64:80

episode

7 Cont inued foods 48% 5 0 % 5 80/o
during diarrhea1 39’82 27154 43/74

episode

I 8 I

ORT use 4 I “b 54% 629/a

44’107 37i68 59’95

I
73i* I

ORS use

I

34%/ 4 3 % 60%

36’107 I 29’68 I 57”95 !
23

9

1 0

11

SSS use

Mothers seehtng

medical treatment

for child with acute

lo\\ er respirator!.

infection

EPlaccess(b!  card)

EPI co\‘erage (b!.

1 ?b l.SOo 3%

l/l07 I ‘68 3195
j?O/,-z ,-I% 23.6’0

62’1 I9 51191 -IT  9 ;- -

96’0 9 5 % 95Oo
13; 139 l35,11-!1 I :3,110

91°0 93?4 940 0

12

13

card) 126 I39 132il42 131’140

Measles co\ erage 9000 92Oa 8 7 %

(b\, card) 125:139 ?I35 1331130

Vaccination drop 13% 2 % 1.5%

1-l

15

out rate

Possession of
maternal card

Tetanus toxoid

7:‘133 31135 21333

1 5 % 2 0 % 42.s” 0
451300 59/300 129’301

63% 7796 7 6 . 6 %

1 6

co\ erage (b!,  card) I89 300 23 I :300 33 11301

One or more I I % 2 0 % 3 6 . 8 %
prenatal visits (by 33,‘300 591300 11 l/301

1 6

1 7

1 8

card)

One or more

prenatal visits (by

self report)

Use of modem

contraceptives

Mothers who know

how to read and

vvrite

73% 88% 9 1 %
200.‘300 2641’300 273130 1

209’, 34% 36%
4x205 74i22  I 831333

70% 8 I % 7 9 . 4 %
21 Ii300 2431300 239130 1

1 0
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Based upon situations identified in the mid-term evaluation, a series of charts were prepared to
ser\ae  as a reference framework for the development of activities oriented towards the
sustainabilit!-  of acti\-ities  during the fourth (final) J’ear. These charts have been used to present
the achie\~ements  identified during the evaluation. It is worth mentioning again that, for the
people v,,orking  for ASCH. as for those \\.orking  Lvith  the community and the Health Secretariat.
work in the child sulvi\.al  area will not end, at least not in the short term.

Table 3

SUSTAINABILITY WORK PLAN (PREPARED FOR THE FOURTH YEAR EXTENSION)
CHILD SURVIVAL XII

A. Transfer of resnonsibilities to the Health Secretariat (Formerly Ministry of Health).

jl II 1 I 10-i IDl:sl~ll-II1D

TIN  k1Ol I has 11c,t accc’pted
11 ml? ;I\ super\  ,sor of

s olunlccrs

I Iic rc’lcfml  s! itm I, not

\<orking ad<qu;lt~l\

I hc qualIt! and quprr\ 151on
;! stems are not unifimn

:\(‘.I  I\'11 If.\ I'l.,ZhNI~D
PI IKOI~~il I 09 30 97

10 c5tahli4  rcgulx mect-

in?5 xid l~cdhncL  7) sicms
XI\I ccl1  ACC‘I 1 2nd 2101 I in
L cx 3. to empha~r~c the role
11‘  \l( )I I in ! car .I

I‘0 I’clrmall,c  ;lgrccmcnts

\\Ith the’ .X101 I 111 ! c.lr 3,

anii’nd ! car 1 II_ nci’ckwr\

K:\ Ic’\\  1111‘ in~lrunit’nt~  iii

ihc ret’erral s! stem and train
the ~talf‘li~  ux It Ibear 3) and
rclnli>rcc it (! ear -I)

I o adopt the \\orL frame
‘path to sur\ i\ al” (! ear 3)
and reinforce  it (!‘ear 4)

To adopt super\ tsion and
c\ aluatton instruments fbr
qualit!  services  based on
e\i>tin_r niattxials

I’NPECPED  RL:SL’I_TS BY
09:30’97

icgular mertingh  held in the
hri’c ~nipact  arms

3 lormal agreements  \S ith the
Xl01 I rclatcd \\ ith their role’
h! the end of the project.

,I r&rral s~~stem function-
ing het\\ecn  the Al01 1 and
:hc 1 oIuntwr5

4SCH and the MOH  ha\e
aken actton to eliminate the
harriers of “path to survival”
espectall! in ARI

Thr qualit!  of pcrceptlon  at
the communit!,  Ir\ el regard-
ing attention  sholrs an in-
crease  as ofthe last semi-
annual sur\e\

AC.I~If~\~I~~1II~l~S
0IISI:RVED  DVRISC;
FlN./\L  rCVA1.I  l.Vl IO\

AI’GIIST  97

Phc relatlonship het\\wn the
~101-1 and SAL’E 1s smooth
md eflkcti\e.  although  the
ilO I realize\ the
mportancc oi‘\+orking  \\ 1111

\ oluntwrs.  the MOH dot\
not ha\ c the resources  to
cay out the super\i>ion
n rth ~hr Inlensit! that A\CI 1

Llocs.

Agrcrments ars being prc-

pared t’or signalure  in (ICI+

kr 1997.

The \oIuntcers send  rcfcrrsly
hi hich are not al\< a\ s
accepted h! the medical  ~tai‘l
)f thr MOH.  Vorr attPntl(ln
las been gi\ ~1 to the
xxumonia and reproductilc
wealth referrals.

2lobal concept of”path” I\;
lot \\ell understood.  al-
though tasks have hsen WI-
dertaken to improw ths
qualit!  of ser\ ices  and in the
home.
Apparent11  the communnb I>
sensitized regarding  child
sur\,ival  problems

11
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B. Strengthening Health Conmunit!~  Support
SI I11.4rfo\ IDEN IFlED M OI~K PLAY TtIKoI  !Gl  I

I. Community  \'oluntccr5

I% CI alrlnlirln  of health
nicropo>ts  in the communi.
ic5 hat not been conducled
cpldemlologvxl. adminis-
1llll\ c ancl co>15 a~ccQlntln~

I hcrc arc no stand;~rC  prcrt~~-
;n!.(  Ihr 1 i\lliiic  lllc' jiomo

The \ olunlccrs  need Irckr-
cnce nialerials

09 30,97

To re\ it‘\\ the epidcmiologi-
:a1 Impacr  ol.the health
nicropo\t\ in the communlt!
Teglnning  111 !‘ear  3 and
‘c\ ic\\ the corresponding
llc~llodolo~!

lo rc\ It’\!  1hc polic!  nc-
~cp~ancc. the admlnlstrati\e

..\ stems  and the accounling
~7.1. the tlmd and cstahlish
Inipro\ cd  COSi rccuperntlon
s! slcmk 1 hefinnlnf  ! ear
thrci’ Jnd nionltorlng  ! ear
lilur)

T 0 prqurc  \ erliicallon  11515
Ii)1 l11C \ olllntccl\ :1nd

\llpc'r\  itor\ 111 1 c';,r 1171~~

rcmliuw hcli,~\ IOI in ! ~';II

li~lll

I<corlcnl ,inJ triiln :2\c‘ll‘5
;rafi‘ in technlqur<  and
llCthod~~l~~~~c~  f<clnl;arsc  in

i car 10111.

To coIItx1 and reproduce
basic support materials  10 sic
the \olunterrs in health
education

Exi4~ci cf) fxsI;l. rs BY
09 .:(I:97

)09/o of health microposts
espond to the needs a~css-
nent. accessiblllt\  and
y%dcmiolog!  of ;hc
wirnunltw

WO  of health  microposts
ecupcrate  90”0 of their cog!.

-‘roiccl ohfecri\c<  xc hc~ng
-cached  as cslahll5hcd in
111:  DIP

m \oIuntc‘er5 ‘Ire using
basic educational  materials
in Ihclr  \\orl.

AC’tIII:\‘I:2IF~~‘I-C
Ol3SI<RVI’D  IN f-INAI.

I~L’AI.IIATIO~
AI:Crl’S7  97

411 communit! medication
rundh  pro\ idc 1rca1mcnI  lor
vxxmonia. \\hich has in-
xeascd accesslbillt\,
4dministrati\e managcmcnt
Still presents  prohlcni~.

:‘ost recuperation  \\ill reach
I OOo/b. The con1rol  of these
srr\ ICCS itill pwsent  dif-
ficulties

Home 1 isits are carried ou1
on an as ncrded hahis and
\\Ith specific  needs ( \\cight.
updating nl’\~ital c\ enI>. ctc  )
Thrrc 15 no I criticarion  li\t

\\ orl, ha< ken done to im-
pro\ e the radio proyamh.

The maierlals  \+ hich 111~’
~olunleers  hale \~a> gi\cn IO
them during the rraininf.
mostI\  referring 10
pneumonia  and reprodwi\c
health. The! ha\ e no
referrncrl  guides or apprcl-
priate malrrlals  10 pro\ ~dc
IraIning  to the communit!.
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Child Sur\ I\ al Ewelknce
‘on~n~tniit~  Centers

iced to focus  the imp-o\  c-
~cnt  of production  and I’ood
i’curit\.

deed I‘or places  in the corn-
IILIIIII!  u IIC'IK child  w\ I\ al
~\;ccIIcnce  practlcc5  can he
Ismonstrated in \ arious
'onlpollenri

2
c

>
I1

5

P

r

r

c

‘

3

.I

II

t

t

e

t

I

I

Supprt  to the munlci  .
p31111cs

\dditional  ~ili'ciill\ c\ ill‘c
,ccessnr!  to help cnwrc thal
lhc  i nlunteers \\ ill rcmatn In
heir pc\\lk  3111’1 lllc  plN)ICc‘l

mds.

I7 collllllilllll~  COllllllIlICc'r

.rCnlhl and aCti\ i’

‘.ach ot‘in\ 011 emen of Ihc

+o\ ernmenl  1, iIll 1111: Inulllcl-

;Iil!il\

1.0 appl!  ~hc lew~ns  Ienrncd in
he I I iPE Project  (I IMID).

r0 trnnskr Lwr’h  icslinolo~~

0 lhc fnmilies. 1 ia cnnlm~lnIl!
cndcrs  \\ho hn\c ~L'SII

dcntlficd.  trained  nnd supported
11 IISC their honw~  and ixnir  a\
zlcnlon~lralkul ccnler5

PO train agricultural pro-
duccrs  in w\eral child
wr\ 11 al c~~mponetlls.

To rc\ II‘\\ itttr’rnal policies
.o pro\ Ide more cconomlc
.~nd credit opportunirics  for
1111: x olunlwrs

Iiiiplemc~ltat~c,n  in ! car\ 3
and -I

Tu pro\  ~dc  111~‘  1 olunlc’c’r5
tr;linlng in ha>ic  fir<1 aid in
!c;lr  j. \CrilJ  111 bc,Ir  4.

Organl/ntlon  and training 01‘
the Coniniunit!
De\rlopment  Committees
(C‘Oi~lY‘cO)  s~tahllih<cl h>
the ,,K’\\ \4ulllclpal Ii!\\.

To support and organize the
Municipal  Development
Committees  (CODEM).
Each  municipalit\~  u ill ha\e
a health sub-committee.  \\ ith
rcprrsrntatton from the
MOH.  ASCH and the
communit!

70°0  of the \oluntwrs  func-
ioning as child  sur\ ital
:wzIIc~~c~  conimunit>
xnler5

70% of agricultural produc-
:rs trained ha\ c hno\\  Icdgc
3i‘basic child  sur\ i\al
tnessages.

rO”, of \ oIuntccr5  \\ ill  pdr-
iclpate in cotnmtmit!  man-
lgrd banks.  the! u ill ha\ c
I~CCS to credit or the! \\ III
~artlclpatr  in an economic
.icl~t it\

i(PO ol \ olunteers \\I11  rc-
cci\ c trainin:  in bahic iirst

a Id.

x00<,  of the coIl1I1lulllllc~  \\ III
hc lntcgratcd  i i i  Ilic

C’(  )D~(‘O

C‘ODI31  \t ill hc acti\ c in
8O”b of the communities

n mo5.l ol‘thc conimunitis~
he prows5  bar <tarred to
xatc these centers.  I he
~ifhest categor!  of these
xnters still dot5 not cxlst.

:‘ollaboralinp  liaI5on pro-
jucrr5 hn\e bzcn trained  in
:h~ld sur\ ival topic?

rhc \ oluntcers  ha\ c access
o credit in kind (rural  ~onc\)
md to “communlt!  banh~"
rural areas) 5W0 of

b olunteers ha\ e received
;omc I! pr of credit.

The maJorit! of \ olunteers
ha\ e recei\  ed trainin:  inc
first aid

-1ccordlng lo municipal  la\\.
all communities  fortn  thcit
C‘ODECOS  The CODIICOS
111 ?;a\ e’s impact ari’as ha\ c
rccei\ cd tralning in health
IOplCS.

,Iccording  to the hlunictpal
La\\. the CODECOS  and the
municipal rrpresentati\  cs
form the CODEhI.  ASCII  is
represented  in the CODEIIs
of the areas  of influence.
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Sasr lhe Ch,idrm'CSHmdura, F~nsl  Eialuarm

I ActtIc Rq7lr;itor~  Infkc-
lions

OIlI>  3700 01 llic  i oluntc’cr\
km>\\  1~0 or mow ~ifn315  ot
pnr‘umtvii;i

OnI! 8”~ of.41~1  i‘:hi'>  ;jrc’
c\ alual4 corrcctl!  in tht‘
l11~:11111  5L’r\  ICC,.

OIlI!  3(l”,, 01 \lOli 5l3l‘l‘
lid\ c ndcqu&!  Ano\\ li‘dgc  <,I,

ilo\\ to c1;1<;4il’j  .\RI.\

(Ini!  I Jo0 01 mclLllcr\
rc‘c‘c‘l\ c 3~lqk1;11~  ~nrlru~l~t,ni
or cm la!iing  in lhc h~wc

The Indliatory  u4 h! ~hc
pr~l.iecr  lo nioni10~ 0 :1!i1;11i'

.ARI arc lnndqu,llc

25 communlt!  Iic.:lih

niicropoi~ aclnlin~qc'~

II~3tnicnt  for piic~rmo~l~a

tainabilit).  of‘ the Interventions
L\‘ORK I’l.:\N THRU I3PECT~ED Rl3I;l:l s BY

0’) ‘3(1 07

l-0 Ir;lin ,\SC  I I’> and  the.
~1011’~ slfl' Ill mana~lng

Casts  olpncttmonia

,31)“;  ol‘;2SC’li’s  slal‘l‘and
iolunterrs  \5ill he able t 0
diaylosc.  trc31  and refer
caws ol‘pn~~ttnionia.

To train ~ISc‘li  and X101  I
s1af‘l‘  Ill lllnll;l~cnlcllt  of

PI1clII11ol1,:,  c;,<c';

lo pro\ Idc \ oIuntccr5 and
!iOli ~l;tl‘l'\t 1111 Ilmt laker\

to iounl rC\plr;nc)r!  l’rc-

qucnc>. ! c2r 3 ‘\l~~nltor J c‘;lr
-I

lo mi~dll) Ihc Indlc,llor5
u\cd h\ 111~ projccl xcord-
111; 10 the ~lnnd,trd~ c>tnh-
II+c~ h\ \\ I IO f’ \I IO  and

lhc n.111onal ,\RI prcjgram.

1‘0 dc>lgn;1lc  d \ olunttcr as
an ARI  qw~nlist  111 co~nlnu-
111111’5  \\hi’~c thCic  15 no
Ilc;lltli  nii~wpc~\l I~~.~I~;I~~J

b! Illc' wnlllIlnll~

YO? o of As;C‘I 1 \taCI‘and  \ ol-
untecrs  11 ill hc uhlc to
classif:\  .ARl correctI\I To rc’ducc  the Incidence and

prc\  al~ncc of’mortalit~ b\
;~l1i'lll11oi1l;lI’

-I-

I:;ich  ~~I‘lh~  47 communiIic5
\\ ill ha\ c n \olunlcc‘r or ;1
hcallh niliropwt for the
mmia~emc~il  m.t Ircnlnlcllr

01‘ .ZRI c;,\c\

25 health micropc+I\  I\ ill
pro\ idc trcatmenl  for pneu-
fnonia: 90°0 of II~cm 1, ill
rzcuperale  the cozts through
sales.

22 \ olunteers I\ ill manage
pneumonia cases and N ill
rccuperatr CDSIS through
Salt3

AC’I1ll<vEhlliN1  5

OBSI.RVED  IV FlK;\l.
EVAI-  iA 1 IO\

,21 ‘(iI is r ‘)?

All  \ oluntccrs \\ hi) attend
the communit> msdlcafion
centers  lrcat pneumonia

All  of‘Sale’s promoters  ha\c
been tralned 111 managcmcnt
of pneumonia.

46?0 of \I( 111  Etaif cl;~s\ll)
.ARIh  adzq~~tel~

2 dccrc‘lw In death\ b!
p~lett~non~a  I\ ~1%  ohwr\ cd

IFhe 37 communlltes  ha\ c‘ 5 I
cotiimuntI!  medication
lund~.

All micri~post~  proi  idc
trrntmcnt for pnsumoni,i
Coil rCcupcrallon i> 100°O
through snlcy
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Szir  lhe Ch,ldren:L'S'Hondurar Fmat E\atual,on

IDI IFlED SIT\i4TION

! Control of dtnrrhcal
1 iseases

%I\ W. of the niulhers
:on~inu~s  rhe snmc  food or
nor< dur~np rscuperalion

;)nl!  890 of3lOH personnel
pro\ idc ndcquntc  ad\ ice to
iiothers on home care tak-
Ill?.

: ~Lllritloll 31111 \'lt3mIrl  .I

Zced to tncrcasc  lhc tdcnli-
licatton of tlKLluoLtri~ll~d
cli~ldrcn  and Ihcir I‘amtllc’~
iilr i’,,lln\~ up airi\ ilic\

Need tn improt e acll\ ItIc’\
of group\ inlcrc’>Icd  in
1111111!1(~11

Conccpl (~i‘iii~cr(~ililtri~lil~ I\

IOU  ahhough \‘..2C co\ crag<
15 lllgl:

I he updaling  ofrccordb
should be more limeI\.

M’ORK PLAN .I HRU
09# io/97

To Jr\rlop a rratntng cttr-
riculutn  hased on ihe
mid-term  recommendations

To de\ clap quarterI!
slstems to monitor the
qualit! of attention  giwn to
cases prwided b! klOtl and
.-2SC‘I1  sraffand \oIttn1eer>.

Il,trl!  idcnlllicntion  01
malnourished  chtldrcn and
Iraining of the fani~ll<\ in Ihc
prodIIcIion  nncl prCp,il;~l~on
of tr,,Kl\

I.0 conlinuc  monilortng 2nd
gix~\\lh act)\ itic\
To incorporate  cJuc;~i~c~n  in
mlcronutricnls (L it A. iron
iodtnc. fluor) in all
tnIcr\  crttions

To updarr records  more frc-
quentl~  Lse lhs information
for drctsion  making

EXPECTED  RESULTS  BY
09.30 97

Wb of~\Sc’tl volunteers
lnd stat? Anmr ho\\ to
Idequatel\  manage  diarrhea1
:ascs.

W?, of the mothers itill
xceive  adequate  ad\ ice on
~o\s IO pro\,ide  attention  to
zliarrheal disease%  at hotne.

80” 0 (~1’ the malnourished
:hildrcn  1, ill  hc trcatcd  and
\\III  gain \\clght

XO"?l of rhe iBmlllei \\I111

mslnour~shed  chit&w t\ tll
reLct\< rralnly III rhc
production  and prepxatwn
ot load>

ACHIEVEMENTS
OBSER\‘I:D  IN FISAL

EVALUATIO1
AUCUSl 97

211 Lotunteers have heen
rained in manarcmcn~ 01c
iiarrheal diseases.

!9?b of the mothers wet\ c
tdequarc  advice from the
LIOH  staff on management
,f diarrhea at home
Phc  quality of the \,olun-
eer’s ad\ ice is unkno\\n.

rhere are no treatment
;uldellnes  for trcalmcnt  of‘
iialnourishment  at lhc
xllltllllnll~ It’\el

rratnlng tn the produckv-
2nd prcparatton  01 li~xl\ TV
carried  out I\ Ith moi;l ot rbc
cotnmunll!

Record  updaunf  has rc-
cei\ rd more attention.  hut It
rakes a lot of time and eff;ln
10 mamrain ths updated
records.  The results  are used
IO make decisions aI the:
local level.
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Sale rhe Children USHonduras

IDCh I-IFlED  SITL:.i\ 1 ION

1 ‘\lntcrnnl health and f;irii~-
I! planning
l‘he tramlng curriculum
Ilr’L’dS 10 bc updatsd 10 ill-
cludc 1115  Johns Ilopbm\
I!ni\ersit>  “gnldcn rule‘s”.

U ORK I’L;\‘i I I IRU
09’30’97

R! 03:96 the tralnlnr\  cur-
rlculum  ~1~111  lx dc\cloped
and wrllicd cmphas~zing
the danger Ggnals

I 0 rcinli,rcc the messages
tlirou_rhout J ear 1

ENPEC‘I  I>D R[:suI.  I s u\
09~30 97

IOO% ol‘tht’ 1 oluntccrs re-
cciw lraining on the nw
curriculum  and messago.

80’ o of the trained volun-
tcw I\ III hnow the mCssa~Cs
and 1% ill pro\ ide adcquats
ad\-ice  to the mothers on
mnternrtl  cart and I’:mlil!
planning

Final E\alua~mn

AC‘I1lI.VI:MliN  I s
oRSl:RvI~r)  IN flSi.41A

EVAI  l’KrloN
;ll!Gl..Sl  07

The Loluntecrs  ha\e rc-
criwd training  in rcproduc-
tiw health l.herc are “spe-
cialized”  \olunterrs on 1115
SUhjCCi.

.I‘hr: qualIt>  of the L oIuntccr\
allenlion  i5 unkno\r,n.

B. Project Expenditures

In Appendis K. the September 1997 Pipeline Anal>,sis indicates that 98.9% of the grant funds
net-e spent.

\‘I. STATC’S OF ASCH ACTI\‘ITIES  AND COMMENTS  ON SUSTAINABILITY

IIvork \j.ith 1.01 untcers.

\I.orking \vith  \‘olunteers  is the most important task for ASCH. Promoters are di\fided  into eight
groups. according to “specialization” criteria. In manJ. cases. volunteers perform more than one
function. There are 176 \,olunteers.  less than the 2 16 noted in the mid-term evaluation.

Principal obser\,ations  \\ere:

- Training:  The \,olunteers  have recei\,ed  training in the fundamental topics of child sur\,ival
(diarrhea control. pneumonia. vaccines. Lveight)  and also in recording systems. first aid. etc.
Generally, the training has included practice in the health services.  During the last year. training
in community-based treatment for pneumonia at home has been emphasized.

- Motivation: Apparently the volunteers are motivated. They generally indicate that their reason
for volunteering is to provide service to their community.

- Health services (UPS) are accepted. and many volunteers participate in monthly meetings
which are convened by the health services.

- Case referrals: The volunteers. especially those in charge of treating pneumonia and
reproductive health. refer patients. According to the medical staff at the referral hospitals in the
area, referrals are adequate.

1 6



Sate  ,hc Ch,ldren’l’SHondurar hnal  LLalmrlo”

- Supervision: ASCH promoters are in charge of supervision. These personnel are divided into
sectoralists (among Lvhich  there are specialists in health, agriculture, credit and sponsorships) and
generalists (those in charge of all tasks). In practice, all are generalists and they supervise \,olun-
teers among their \farious  tasks. Although there is no rigid chronogram. supervision is carried
out at least once a week. Supervision  related to health usually includes reviewing records.
\,erification of the existence of medications in the community funds, and. occasionally.
accompan\ring  the \.olunteers  on their home visits.

- Stability: The al’erage  age of the interviewed volunteers is 3.5. The aforementioned acti\fities
may’ be a result of a high alrerage  number of years as volunteers.

- Incenti\.es are still insufficient: Among the interviewed volunteers there is still a subjective
concept and feelin?(1 that there should be some sort of payment (generally material). Contributing
to this feeling is the fact that there are other \rolunteers  receiving economic retribution in other
NGOs. ASCH has v,.orked to promote the provision of credit in cash and in kind. To date,
approsimately~  50 9/o  of the \.olunteers  ha\,e receilred  some type of credit.

- Permanent Training:  Many* of the interviewed volunteers ha\.e indicated a necessity- to ensure
frequent training and “refreshers”. Some feel some\f,hat  insecure in their knowledge and skills.
This 11 ill require the de\.elopment  of a permanent feedback system.

- Qualio.  of attention:  In reality. the quality of attention provided  by the volunteers is not
knon-II  directly through obser\,ation  of case management. ASCH carried out a new e\,aluation  of
\Folunteers  in .lul!, 1997.

The folloning graphic shon-s the e\rolution  of indicators comparing the above mentioned
e\.aluation  \\ith one completed in 1995.

Comparison  of Volunteer Knowledge  Levels  (1995 & 1997)

Two or more benefits
of breastfeedlng

Two or more signs of
dehydration

How to prepare ORT
solution

Two or more danger
signs  for ARI

Two or more cholera
preventlon  methods

Two or more FP
methods

1 7
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- Supenision  by the Ministry  of Health: The people interviewed at the Ministry- of Health
recognize the importance of volunteer supervision, but they also recognize that it cannot happen
giv.en  the scarce resources. including a lack of personnel dedicated to this task. Superv,ision  of
health personnel is occasional. and often carried out in the company of ASCH promoters.

- MOH staff and the acceptance of referred  cases sent by volunteers: The acceptance of
cases referred by v,olunteers  is inconsistent and. occasionally, their referrals are totally, ignored.
producing a loss of volunteer credibility. by the person who has used the referral. Counter-
referrals of the health services to the volunteers is occasional.

- Volunteer  relationships  with communities: The violunteers  are considered by their
communities to be health referees and are. therefore. in demand for various health problems.
They.  are also sought for help in gaining access to more complex sy,stems  of health services. The
volunteers confront the problem of not knowing vthat to do in such cases. Volunteers lack
support material for their discussions with the people in their communities. which would
facilitate the communication of appropriate messages.

- Volunteer  knolr+edge  of role: In a manual of ASCH procedures are descriptions of some
ty’pes of v,olunteer  duties: according to the vrolunteers.  through their interviews. these duties are
not generally. knon n by, all of them.

Communi5  Medication  Funds (C%lF)

ASCH has been working with  the CMFs for the past. approximately,. sis years. Their objectives
are:

- To guarantee to the population access to essential . L‘(load quality. and low cost
medication.

- To promote the rational use of medication.
- To promote community participation in the self-management of medication.
- To decrease self-medication.

The principal observzations  are:

- Presently there are 5 1 CMFs in the 47 ASCH communities, being managed by trained
volunteers. Their training is oriented to the management of basic medication and, within the
framework of child survivlal.  to the management of pneumonia.

- In general. the function of the CMFs consists of the initial provision of approximately 15
medications ( see Appendix I). which are sold at low prices. Monthly deposits of the sales
profits are made. Existing supplies are reviewed monthly and necessary medications are
requested from pharmacies or medical distributors. generally in the capital city. and then
delivered to the CMF.

- .4s an incentivTe  for the people responsible for the activity. a percentage (10%) of the sales is
reserved for them as payment.

18
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- Cost recovery is. apparently. 100%. This aspect should be studied more closely.

- The Health Secretariat showed great interest in this topic, and is considering the
implementation of 300 CMFs at different points throughout the country. The experience of
ASCH has been lie): to this determination. There are also regulations which provide legal status
to the operation of CMFs.

- Dependence upon ASCH can still be observed in several aspects (e.g. purchase of
medications). most notably, in the Tegucigalpa area.

- Rev-iew of the records in some CMFs reveals that the majority of people using them are adults.
Jn order to adequately satisfy this demand, the list of medications must be expanded. considering
the prof<le  of the adults’ pathologies. and it will be necessary to consider expansion of the
training activ.ities  towards the problems observ.ed  in this population group.

- The medication sales records. balances of supplies. requests. etc.. ( i.e. the administratke
aspects of the CMFs)  are still not functioning with the desired efficiency. This matter requires
much effort and follow-up by ASCH personnel and will undoubtedly determine the sustainabilitv,
of this initiatiw.

Recording  and Information  Sj,stems

- Filling out of v,arious  forms is done by the v,olunteers.  under the supervision of ASCH
v.olunteers.  Apparently,. this task presents littlc difticulty,.  as it is regularly, carried out and
updated.

- All information is revsievved  by. the promoters in order to ensure quality. ASCH v.oJunteers  and
regional staff share the information with the MOH staff. and use it to anaJy,ze  health problems.

- Gathering of information pertaining to pneumonia and reproductive health is emphasized. \v-ith
forms especially designed for this purpose.

- A major effort is being made to update the PROMJS data base at the regional level, but it u-ill
require much work and. perhaps. the exclusive use of one person so that the updating can become
an ongoing process. The program responds to some. but not all. of the information needs of the
technical staff. Therefore. in order to obtain some of the information. it is necessary to export
data to the EPI JNFO program, which complicates acquisition of the desired information.
PROMJS is for the internal use of the institution; MOH staff is unaware of it. There is no
evzident  advantage of the computerized system over manual records.

Coordination  with the Health Secretariat (former  Ministry  of Health)

- ASCH’s good relations with the Health Secretariat are evident.
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- Coordination of \vork  is observed at the regional level and is reflected in the activities carried
out by the \.olunteers.  \,accination  campaigns. training activities.  equipment. etc. At this le\,el.  it
is possible to obser1.e  the sharing of information.

- Although there are no planned. formal meetings. ASCH rcgional personnel and their Health
Secretariat counterparts meet nearly e\.ery day.

- The Secretariat’s staff considers one of the principal attributes of ASCFT  to be its method of
folio\\ ing and promoting national health programs.

- Since ASCH acti\.ities  take place at the communit>,  le\.el.  it is unlikeI>,  that the Health
Secretariat \vould  ha1.e  either the staff or resources needed to undertake these tasks (i.e. volunteer
super\.ision).  although the\,  recognize their importance.

- ASCH assumed the management of diarrhea and ARJ in the services  to be appropriate: the
s;ur\.e>-  of health facilities carried out in the mid-term e\-aluation.  howe\.er,  sho\ved  this
assumption to be incorrect. ASCH does not directly train medical or nursing staff. but rather
depends on the Health Secretariat for this function. Nevertheless. there is interest in impro\.ing
the qualit! of attention. such as pro\,ision  of timers and other equipment to the serljices  and
support to the distance education.

Tables 4 and 5 she\\-  the results of‘ the health ser\.ices  sur\ cl-.  using the same instrument and
indicators as the mid-term e\,aluation.

Table  4

Principal Indicators of ARJ Program Qualit!

Indicator
Health staff skilled 117 the standard

treatment of ARI cases

Health establishments with antibiot-

its a\,ailable  for the treatment of

pneumonia

Health establishments  ivhich  can

provide standardized case manage-

ment

Cases of ARI in which recall was

conducted correctly.

Cases of ARI in which ph>,sical

examination \vas done correctI>

Mid-Term E\laluation Final Evaluation
35Oo 6290

23 ‘42 16’26

80” 0 10096
8’10 8’8

10090 1 OO??l

10,‘lO 8,‘s

33?0 6 5 %

13!40 2x4
23% 65Yo
9:40 23i34

Cases of ARI correctI>,  evaluated

Cases of pneumonia which received

standard treatment

890 47%
3!20 16'34
30°b 509;

6?0 6!11
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Caretakers of children with ARI

I\ ho received advice regarding

home care

Cases other than pneumonia (cough

or cold) seen at the service \vho re-

ceived antibiotics

13% 35?w

4130 9!26

43% 1296

9 ‘2 I 2:17

Cases of ARI who received

non-indicated pharmaceuticals

Cases evaluated \r-ith  an integrated

pediatric focus

Health staff \\ ith adequate

knowledge about ARI case

classification

Health staff with adequate

knowledge about ARI treatment

Health staff who know the basic

advice regarding ARI management

in the home

259/o 15%

I oi40 si34

430//o 269/o

17’40 9’34

30% 46?&

13/43 12,‘26

5% 23%
2:43 6’26

I440 6 2 %

6;43 I6 26

Table 5

Principal Indicators of C’DD Program Qualit!;

Indicator I Mid-Term Evaluation Final Evaluation

lisalth Staff skilled in the standard 1 56”o 77%

case management of diarrhea

pro\ ide standard case treatment TOI-

diarrhea

Health establishments I\ ith

Cases of diarrhea with correct recall

a\,ailabilit! ofORS

Health establishments I\ hich can

24 ‘43

IO IO

20’26

8 8

I OO?,

7s00

100%

83!,

IO IO 8’8

I 00” (I I0090

Cases of diarrhea with correct ph!‘s-

ical examination

Cases of diarrhea \\ ith correct clas-

9iI2 20’24

6796 79%

8!12 192-l

IOOVO 7900

sification of hydration status

Cases with correct classification of

diarrhea

Cases of diarrhea which received

Inadequate antibiotics

Cases of diarrhea which received

non-indicated pharmaceuticals

Cases of diarrhea in which the care-

taker was correctly advised about

adequate treatment of diarrhea in

the home

Cases managed with an integrated

Dediatric  focus

12;12 19:24

75% 92%)

9!12 222-I

0 % 0 %

0’17 0:24

33% 3596

4112 644

8% 299/o

Ii12 7:24

j;o,g 674b

4’12 16’24
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Health workers with adequate

kno\\ ledge about recall in cases of

diarrhea

Health lrorkers with adequate

knon  ledge about a ph) sical exami-

nation in cases of diarrhea

Health workers with adequate

knowledge about h>,dration

Health Lvorkers with adequate

kno\\ ledge about intra\  enous hk-

dration

Health workers v ith adequate

knowledge about the use of anti-

biotics in diarrhea

Heal th \rorkers who kno\\  ho\v IO

manage diarrhea at home

68Ocl 88%

30:43 23:26

68% 77%

30!34 ?0:26

4 7 % 7 3 %

20/43 I9/26

16% 3 lo,,0
7.43 8!‘26

849’0 85”6

36’43 2 2 2 6

6800 69O o

30’43 18<‘26

Excellence Centers

Based on the experience of the LUPE Agricultural Project. the idea of Excellence Centers \+zas
extended towards health aspects.

ASCH has categorized progress in this strateg’  in three stages (or categories). Assuming that
categoq  three represents the model of the excellence centers. no Excellence Center could be
considered as such. Table 6 she\\ s the degree of de\  elopment reached l-11  the Excellence Centers.

Table  6

Excellence Centers .4ccording  to Degree of Development

Categor!,

1
2
3

Total

La Esperanza Tegucigalpa

9 5
3 0
0 0
12 5

San Lorenzo
2
7
0
9

Total
16
IO
0

26

Category 1 corresponds to: Existence of Community Medication Centers and two appropriate
technologies for the home. farm/vegetable garden.
Category 2 Corresponds to: Existence of CMF. first aid. stretcher, and six technologies for the
improvement of the home. farm/vegetable garden.

Category 3 corresponds to: Existence of CMF. first aid, stretcher. and 10 technologies for
impro\fement  of the home. farm/\,egetable garden.

2 2



Final  E\aluamn

Jmpro\.ed  sto\‘es  \\-hich  promote an adequate elimination of smoke produced b> the combustion
of the fire\i.ood.  resulting in important fuel sa\aings,  are among the home improvement
technologies. Benefits of this technology.  include decreases in contamination in the home.
incidence of respiratory infections. and of deforestation.

Information, Education and Communication (IEC)

There is no formaIl\,  designed or implemented JEC plan. The principal experiences in JEC are
those related to the communication of health messages through local radio stations. There has
been an attempt to improve the technical qualit},  of the programs; the impact of the messages has
not been e\.aluated.

Regarding interpersonal communication. the \Iolunteers  use the materials produced by the Health
Secretariat.

Relationships  with other  Non-Go\.ernmental  Organizations  (NGO’s)

A meeting \xas held \+ ith representatives from the International E:ze Foundation (JEF) and the
Project for the De\.elopment  of Infants and Children (PRODJM). Both of these NGO’s praised
ASCH’s \iork. especialI>.  PRODJhl. u-hose representatilae  talked about the great similarig  in
focus of both NGOs.  The principal experience common to both ASCH and PRODJM is the
communit>.  medication funds acti\.ity.  The JEF representati\,e  was more critical. especiall!-  Lvith
regard to the information s\ stem (PROMIS). the lack of a transferring plan. and the
“perpetuation” of ASCH in the same communities for too long.

Both representati\,es consider that ASCH’s main M.ork is with the volunteers and they recognize
the efforts and achie\.ements  reached. In addition. ASCH is the leader of an NGO net\\.ork
\vhich  seeks to coordinate and regulate acti\.ities  throughout the counw.

VII. coKcLusIoT%s

General

During site visits to ASCH’s areas of influence, a strong prqject  presence was apparent. as
reflected in the people. the homes. and the community in general.

Given the fact that the places where ASCH is working represent the most depressed zones in the
countr>r.  the status of the indicators shows intense Lvork  and dedication. The fact that the
indicators are, for the most part. higher than the national average, represents achie\*ements  based
on coordinated work. especially with the Health Secretariat.
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he he Chtldren’L’S  Hmd.uar Final t\aluauon

Specific

a. Volunteers

The experience of working with \.olunteers  should be systematized, anal\.zed,  and shared with
other institutions. go\rernment  or non-go\;ernment.  which also work lvith  this group of people.
Achieving high rates of permanence is something that should be replicated. It is necessary to
conduct an in-depth study seeking the causes which motivate either stabilit! or desertion of the
\,oJunteers.  In this regard. ASCH should not onI\, seek stability or training of a certain number of
volunteers. but should also promote the quality in attending cases by the volunteers.

The specialization of the \aolunteers  appears to be working adequately and the establishment of
communit!-  management of pneumonia cases has shown a decrease in the mortality caused b>
this disease. This specialization might not be compatible with the “Integrated h4anagement  of
Childhood Illnesses” (JMCJ) strategy to be implemented in the near future in this country and
\\.hich  will 1iai.e a health \.olunteer  component.

CertainI>..  one of the determining factors for stability of the \,oJunteers  is the continuous
super\?sion by ASCH staff. Neither the Health Secretariat nor its representati\,es  in the area art‘
able to maintain this intense super\ ision.

b. Community Medication Funds

The proposed goals ha1.e been achie\ ed in this area and the experience has been successful. but
there are still some aspects \\hich require additional \\-ork so that they can be consolidated (e.g.
administrati\.e management). Present]!,. the funds could not be managed b>, the communit!.
because the:, still are \.er! dependent on ASCH support. especially in the area of Tegucigalpa.

c. Escellence Centers

Progress in this initiati\,e  is still ~1014.  possibly because of the rigid criteria lvhich  define an
excellence center which has “graduated”. i.e. of the highest categor)‘.

d. ASCH and the Health Secretariat

The coordination achieved bet\veen  these two institutions is an enviable achievement for other
NGOs. This observation was verified in the conversations held with people who work at
different levels of the Secretariat.

In spite of the abolre.  and even with recognition of the importance of ASCH’s tasks, it would be
unrealistic for the Health Secretariat to assume ASCH’s activities. at least with the same
intensity. In any case. the areas in which ASCH is working would be ideal sites in which to
initiate application of the JMCJ strategy, which would be highly beneficial for ASCH. the Health
Secretariat and. of course. children under five.
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e. ASCH and the Connnunit!,

The knowledge demonstrated by the indicators in the KPC survae}‘,  and by the community
representativ.es  during the interv,ieuas.  reflects important information and training work  done v, ith
the community and its leaders. ASCH has managed to achieve recognition of the importance of
childrens’  and vvomens‘  health issues. The aspects v\hich  still have not been achieved require a
more systematic focus. based on an adequate IEC strategy.

An organized communit>  should progressively assume some of the activities developed bq
ASCH. This proposal is promoted by ASCH when working with the excellence centers and with
the medication funds, but there is still a need for external technical support.

IJ’hen discussing the situation in Pespire (San Lorenzo). the case was presented as an example of
how the community could create its 0~1 NGO . with a similar orientation as ASCH. This
esperience should be follovt,ed  and could provide orientation as to how the community assumes
its ovv.11 devaelopment  and its ovv  n health issues. thus supporting the sustainability of many of
ASCH’s activities.

f. ASCH and the future - final conclusions.

The final ev.aluation  of the child surv,iv.al  component has been difficult. especially because the
people vv.110 vvere inter\-ievved  were told that . while  this vv’as a final evaluation. it was not the end
of child sur\,iv.al activ,ities.  ASCH plans to continue implementing CS activities in these areas.
because more work  is required before responsibilities can be phased over to local partners. This
continuit!-  is important. since a high level of commitment by the community has been achievxed
and excellent relations established with the Health Secretariat. key elements for an ideal
framevv.ork vvithin  which to confront future challenges and achiev,e  evren higher goals.

The worldvj?de  trend of IMCI will soon be introduced in Honduras and. as mentioned abov,e,
ASCH’s areas of influence should be the starting point for the implementation of this important.
con1prehensiv.e  il1itiativ.e.
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Home Phone: (591)2-321148

(591) 012-92419
Office Phone: (591)2-376331
Offke FAX; (59 1)2-3 5 1939
Offke e-mail: maguilar@utama.bolnet.bo

Citizenship Bolivian

Education

M.D. Faculti  de Medicina Universidad Mayor de San And&,  La Paz, Bolivia 1981-
1986.

Certification

Pediatrician, Colegio Mldico de Bolivia, Sociedad Boliviana de Pediatrla I992

Professional and work experience
Technical Assistant, BASICS 19941997. Child survival: Control of dimhoeal
diseases, cholera (1994-96); Acute respiratory Infections (I 994-96); Integrated
Management of Childhood Illness IMCT-  (1996-97).
Pediatrician, Hospital de1 Niflo “Ovidio Aliaga Urfa”. La Paz Bolivia. 1994-
1995
Professor of Pediatrics, residency Program, Hospital de1 NiiJo,  La Paz, Bolivia
1995-96
Surveyor, CDD, Health facility Survey, Bolivia 1995, 1996
Trainer, Clinical Trainer Center AEWCDD,  Hospital de1 Niiio. La Paz Bolivia
1995-97
Pediatrician, Juan XXIll Hospital. 1992-1994.
Technical advisor for development of training material for health personnel,
PRJTECH  1992- 1993.
Chief of pediatrics residency, Hospital de1  NiAo, Gestibn 199 1.
Health Center Director. Licoma Health Center, Provincia Inquisivi. 1989.
Junior professor ofEmbryology  and genetics. Facultad de Medicina, UMSA
1985-l 986.
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